NEW YORK NEUROLOGICAL SOCIETY. 


October 3, 1905. 

The Vice-President, Dr. J. Arthur Booth, in the Chair. 

Types of Hysterical Insanity .—By Dr. Robert C. Woodman. This 
paper, the author said, was the outcome of a symptomatic study of the in¬ 
sanities during the past two and half years. Cases not clearly belonging 
to any well-recognized insane type had been especially scrutinized, and 
some had been found to show hysterical stigmata, while other atypical 
cases without stigmata presented mental symptoms very similar to those 
of the hysterics. His observation and study had shown that there were 
.among the committed insane a considerable number of hysterics, and those 
cases were, in many instances, violently insane for considerable periods. 
Any medical classification that ignored that fact was incomplete, and con¬ 
cealed important clinical distinctions. The recognition that some hys¬ 
terics, as such, were insane helped to bridge the gap between mental dis¬ 
eases and general medicine, and made more easy the conception of other 
insanities as thinking disorders; as functional in the same sense as ordi¬ 
nary thought was functional. 

Dr. Woodman’s paper, in summary, analyzed the symptoms that insane 
hysterics presented. He found the origin of the attack in emotional ex¬ 
periences; it pursued an episodic course; there was an absence of marked 
disturbance in the stream of thought, excepting in dazed and stuporous 
states; there was a natural point of view concerning indifferent topics; 
often periodic amnesia; a loss of the ability to do mental or physical 
work, but with little or no motor retardation, and, on the emotional 
side, usually anxiety and fear. Cases were quoted in which the anxious 
depression preceded the hysterical stigmata, notably in one involutional 
•case, and the question of a close relation of hysteria to anxious depressions 
at any time of life was raised, especially as to its relationship to recurrent 
-melancholic attacks without manic alterations. Some non-conclusive^ evi¬ 
dence on the relation of hysteria and dementia prsecox was submitted, 
and some other symptom-complexes which hysteria had been found to take 
were referred to. 

Dr. Adolf Meyer said that, so far as he knew, Dr. Woodman’s paper 
was the most documented presentation of this subject in the English 
language. The hysterical insanities were a rather interesting group from 
a theoretical point of view, inasmuch as they presented one of the clearest 
types of mental disorder in which the psychogenic element was uppermost. 
Their recognition was also of decided importance from a prognostic and 
therapeutic point of view. Quite a large number of the cases, indeed 1 , the 
majority of the attacks which rank plainly as insanities, were, however, 
of a rather transitory character, and for that reason, perhaps, the need of 
a detailed knowledge of the disorders for their treatment had thus far 
aroused comparatively little interest. That phase of the subject must of 
necessity be preceded by a study, in broad lines, of the symptom-complex, 
such as Dr. Woodman’s paper had given in his very interesting group of 
cases. While in some of these cases there was a distinct history of hys¬ 
teria, with the hysterical stigmata well marked and the whole mechanism 
of the disease characteristically hysterical, there were others in which 
the symptom-complex seemed to coexist with well-recognized forms of 
insanity, such as dementia prsecox and the manic-depressive type, as well 
as involutional melancholia, and his suggestion concerning the latter is 
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certainly worth attention; but under those conditions it was usually ap¬ 
parent that it was subordinate to the more decisive phenomena of the 
major affection. Some points which had of late been especially touched 
upon in the literature of hysteria, namely, the Ganser complex, had not 
been especially considered by Dr. Woodman, and perhaps with some jus¬ 
tification, as it might well be regarded as an established fact of clinical 
investigation, when it goes beyond the scope of the analogous states actu¬ 
ally described. Probably the best presentation of these cases was that 
found in the report of Ricklin, published in the Psychiatrische Wochen- 
schrift, and reviewed in the Psychological Bulletin of July, 1905. 

Dr. Arthur C. Brush said that if we accepted the old idea that hysteria 
was a phenomenon that was to a greater or lesser extent met with in the 
entire human race, it would be difficult to see how Dr. Woodman could 
differentiate between these so-called hysterical insanities and the true in¬ 
sanities. That the former were nothing but exaggerations of what was 
normally present in the human being was undoubtedly true, for even 
sane people had at times hallucinations and delusions and automatic dream 
states. The sudden onset of the symptoms in these cases of so-called 
hysterical insanity, and the sudden recovery from them, would sharply dis¬ 
tinguish them from cases of true insanity, as would also the lack of 
mental deterioration. Dr. Brush said he did not wish to be understood 
from this as questioning the propriety of proper restraint in dealing with 
cases of so-called hysterical insanity, but until we could clearly define in¬ 
sanity and hysteria, he did not think we could accept the latter as a form 
of insanity. 

Dr. William M. Leszynsky said that Dr. Woodman, in his paper, had 
mentioned slight contraction of the visual field as being one of the symp¬ 
toms in the cases cited, and he asked how the visual field had been tested; 
whether by the perimeter or by less accurate methods? As a rule, it was 
exceedingly difficult or impossible in the majority of the insane to make a 
satisfactory or accurate determination of the visual field, for this required, 
on the part of the patient, persistent concentration of attention and con¬ 
siderable judgment. It was possible, however, in some cases to decide as 
to hemianopsia or marked concentric contraction. 

Dr. George W. Jacoby said he considered the contribution of Dr. Wood¬ 
man of great value, as it was an effort toward systematizing these cases of 
hysterical insanity so that they could be recognized from their clinical as¬ 
pects. At the same time, he was rather surprised to learn that this class 
of cases was considered in any way unusual, and he could only explain this 
on the ground that they were regarded from a different standpoint by the 
psychiatrist and alienist in contradistinction to that of the neurologist. 
The latter regarded many of the somatic features of hysteria as distinct 
delusions, and if that interpretation was correct, then it was only one step 
further to the development of distinct insanity. 

In the recognition of these cases of so-called hysterical insanity it 
would be necessary to study the previous history of the patient, and ex¬ 
clude the various other forms of insanity, such as epileptiform insanity, 
delirium of various kinds, catatonia, etc. Given a case in which there 
was a previous history of hysteria, together with, the course and clinical 
features pointed out by Dr. Woodman, and the diagnosis of hysterical in¬ 
sanity could, in time, be made; but whether a diagnosis could be made from 
the course alone without such a previous history of hysteria was question¬ 
able. The value of such an early diagnosis lay chiefly in the prognosis and 
treatment, but the speaker said it would be a decided mistake to believe that 
all cases of hysterical insanity were of short duration. He recalled instances 
where recovery was delayed for two or three years. 

Dr. Jacoby said he agreed with Dr. Leszynsky that it would be ex¬ 
ceedingly difficult to base the diagnosis of hysteria upon somatic symptoms, 
such as restriction of the visual field, hemianesthesia, etc., because patients 
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of that class were usually very unreliable in their statements, and sus¬ 
ceptible to suggestions of all kinds 

Dr. Edward D. Fisher said he would certainly draw a distinction be¬ 
tween cases of mental diseases occurring in those who gave a previous 
history of hysteria and in those who gave no such history. The former, 
as a rule, did not run the typical course observed in melancholia or in so- 
called mania, using the older terms, but they might assume more of the 
paranoic form. The duration of these hysterical insanities, as Dr. Jacoby 
had said, was often quite prolonged He recalled cases of this kind where 
restraint became necessary on account of the development of suicidal or 
homicidal tendencies, and where some mental instability persisted for 
some time after the disappearance of the acute symptoms. 

Dr. Fisher thought we were justified in classifying certain forms of 
insanity as hysterical, as this term clearly explained the nature of the 
case. While the term was, perhaps, not purely scientific, it was a true rep¬ 
resentation of a certain mental state occurring only in those who had the 
stigmata of hysteria. He was inclined to regard the term hysterical insan¬ 
ity as a more or less valuable one, as really representing an entity, if not 
a well-defined one. 

Dr. William B. Noyes said that within the last six months he had seen 
two cases where the diagnosis between hysterical insanity and dementia 
praecox or some other psychosis had been a matter of careful consideration. 
One. of these was a woman, aged thirty, who had sustained a fall and had 
been treated in a hospital for contusion of the back. Two months later 
she suffered from attacks of unconsciousness, coma and convulsions, four 
or five times, lasting in all about five days. There was no lesion of the 
kidneys. She was again treated in the hospital and had occasional auditory 
hallucinations. When he examined her she had tremors, increased knee- 
jerks and isolated areas of absolute analgesia and anesthesia. She showed 
great weakness in walking. The diagnosis of traumatic hysteria seemed 
plausible. During the following days she became excited and at times 
almost maniacal, at other times much depressed. At a subsequent exam¬ 
ination she had no anesthesia, but an area of hyperesthesia in the middle 
of the back. Mentally she was silly, but neither depressed nor excited. 
A day or two later she was sent to an insane asylum, having again become 
excited. Notwithstanding the fact that the subsequent history of the 
case may indicate a condition of dementia or some ether definite psychosis, 
the name of hysterical insanity covers all the clinical data at present obtain¬ 
able. 

The other case was that of a young married woman, aged twenty-five. 
She resided with her husband’s relatives, who were exceedingly neurotic. 
She had nursed a case of typhoid fever just before her marriage. Before 
the present illness she had suffered from three mild attacks of hysteria, 
with cramp-like symptoms and much prostration, but no special mental dis¬ 
order. When Dr. Noyes saw her last spring she had a typical attack of 
hysteria major, starting with convulsions and coma. There were no 
evidences of uremia. The convulsions were followed by a dream-like con¬ 
dition and semi-coma, failure to recognize her friends and transitory hallu¬ 
cinations. Her condition gradually improved, and she was well in three 
weeks. There were no areas of anesthesia in the brief examination the 
speaker was able to make, nor any well-defined hysterical stigmata, except¬ 
ing the peculiar conformation of her face. In her case the mental symp¬ 
toms were so severe for about three weeks that no one could have distin¬ 
guished between hysteria and developing dementia praecox. The fact 
of several years of mild or grave hysteria was positive; the transitory na¬ 
ture of the mental disturbance was against dementia praecox. 

Dr. J. Arthur Booth, after referring to the several interesting types 
of so-called hysterical insanity illustrated in Dr. Woodman’s paper, said 
that the type in which there were convulsive seizures and hemianesthesia, 
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with narrowing of the visual field and marked emotional disturbances, was 
not difficult to recognize. In some of the other types referred to, however, 
the diagnosis of hysterical insanity should be made with great circumspec¬ 
tion; for, just as in many organic diseases of the nervous system hyster¬ 
ical disturbances were not infrequently observed, so in certain psychoses, 
other than the one under consideration, emotional disturbances occur 
which would not justify one in grouping these cases as types of hysterical 
insanity. 

Dr. Woodman, in closing, said he thought Dr. Jacoby had touched 
upon an exceedingly important point in the ultimate relationship of these 
cases in calling attention to the fact that the neurologist regarded many of 
the somatic features of hysteria as distinct delusions. The speaker believed 
that in hysteria both the physical symptoms and such mental disturbances 
as were regarded as insane left a common basis in a characteristic thought 
disorder. He also agreed with what had been said regarding the long 
duration of these cases. He recalled one case where the symptoms per¬ 
sisted for three years before recovery took place, and there was another case 
in the hospital that had been there about three years. In other cases, how¬ 
ever, the recovery had been very prompt. 

In reply to Dr. Leszynsky, the speaker said that by slight contractions 
of the visual field he meant practically that the sight was limited to an 
area within 60 degrees. Some of these patients were examined by rough 
tests, and others with the perimeter, which it was impossible to employ in 
some instances. In others, only rough tests could be made. 

Dr. Woodman said he did not wish to be understood as presenting the 
provisional classification of the cases he had reported in his paper as a 
classification of hysterical insanity. He simply used these headings as 
guide-posts to give some idea of where, among the many groups of in¬ 
sanities, we might look for the hysterical type. 

On Flights of Ideas .—This paper was read by Dr. August Hoch,.of 
Bloomingdale. After a review of various theories regarding this symptom 
it was pointed out that it is impossible to explain either the normal train 
of thought or that of flight of ideas otherwise than by the recognition of a 
force by which the train of thought is directed, a force which is active in 
the normal train of thought, but diminished or absent in flight of ideas. 
This force we call with Liepmann “attention,” recognizing that this is a 
.somewhat restricted use of the term. In this sense, then, flight of ideas 
is an attention disorder. Such a conception alone takes account of the 
symptom fully. Because a study of the cases shows us that the peculiarity 
of the train of thought, namely, its being constantly deflected into the 
side tracks, is not the only manifestation of the attention disorder, but that 
the latter has two components, viz.: an emissive and a receptive one. The 
emissive component, that which is usually termed flight of ideas, is best 
characterized by the statement that the train of thought follows the path 
of least resistance. It is not enough to say that it merely follows the laws 
of association, because emotional factors influence it strongly. The modi¬ 
fications which this emissive component may present may be produced, in 
addition to emotional factors, first, by the intellectual development of the 
patient, since with some persons logical trains of thought are more habit¬ 
ual than with others, and consequently some may represent a path of least 
resistance. Here may also be mentioned the observation that patients with 
pronounced flight of ideas may become much more coherent when they 
talk about subjects which are supplied to them or about subjects or inci¬ 
dents which made a special impression on them; secondly, by that which 
Krapelin has called thinking disorder, and which may be associated with 
the attention disorder. The modification through emotional influences is 
best shown in the cases in which the flight of ideas is held together, as it 
were, by a depressive emotion or by anger. 

The receptive component shows itself in the inability on the part of the 
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patient to quickly combine simultaneous or successive data of observation 
into a conclusion, so far as this is an effort. Conclusions in regard to facts 
and situations which present themselves to such patients are not drawn 
from all the data, which are then balanced with former experiences, but 
merely from a few, while at the same time the subjective factor predomi¬ 
nates; or, in other words, the conclusions follow the path of least resist¬ 
ance. As a result, the identity of persons is often mistaken, the grasp on 
the surroundings is faulty, and delusions are formed. The latter may be 
very stable, and indeed may dominate the clinical picture. The receptive 
component may also be recognized by tests (reading tests). The patients 
are made to read paragraphs of graded complexity and asked to give the 
gist. The recognition of this receptive component, which has never been 
sufficiently emphasized, explains, therefore, various secondary symptoms 
associated with more marked degrees of flight of ideas And when, through 
certain modifications, the emissive component of the attention disorder is 
obscured, the analysis of the receptive component may be of great diag¬ 
nostic value. 

This sort of attention disorder is a common symptom in various 
psychoses. Deliria and senile dementia were mentioned as examples. 
In both of these conditions we may find trains of thought identical with 
flight, though less marked, and submerged, as it were, by the specific symp¬ 
toms belonging to these states; namely, in the deliria, the constant tendency 
toward lower levels of consciousness; in senile dementia the diminished 
mental responsiveness, with its sequels. It may be added that both these 
conditions have been called attention disorders. But they are different 
from the attention disorder described here, and only give rise to it as an 
incidental manifestation. In its pure form, however, we find it in manic- 
depressive insanity, where it presents itself as an essentially dynamic dis¬ 
order. Some of the points were illustrated by clinical descriptions. 

Dr. Charles L. Dana said that Dr. Hoch’s paper was a very clear and 
important contribution to this subject. He thought perhaps the author 
had laid too much stress upon the term “flight of ideas,” as though that 
term represented some particular and definite psychical phenomenon 
which it was the duty of psychologists to analyze Flight of ideas was, 
however, a characteristic syndrome, and the speaker's demonstration that 
it was essentially an attention disorder was very convincing 

Dr. Adolf Meyer said the recognition of the meaning of the flight 
of ideas as attention disorders was of great importance in the under¬ 
standing of certain mental conditions. Without a realization of their 
nature, the diagnosis of such cases as the ones reported would be attended 
with considerable difficulty, especially in those instances where the exist¬ 
ence and persistence of delusions might suggest otherwise a condition of 
grave character. That Aschaffenburg's explanation did not cover the 
ground was certain, yet it would seem that the motor factor in the produc¬ 
tion of alliterations need not be ruled out, as it no doubt helped to explain 
part of the effect of the attention disorders as the practically much more 
important side insisted upon by Dr. Hoch explained other results. 

Dr. Fisher said that all thought required attention, and with dis¬ 
ordered attention there was this rapid succession of ideas, or flight of 
ideas, to which Dr. Hoch had referred. The association of ideas made the 
succession rapid or slow, as the case might be. Certain ideas will call up 
others, depending on the knowledge or experience of the person along cer¬ 
tain lines, and the flight of ideas is apt to be more rapid without the control 
of the will. When there is. a lack of attention there is a lack of will 
power, and a rapid ebullition of ideas. On the receptive side, this is more 
or less the same. The person might receive a hundred impressions and, his 
attention not being fixed, he might not be able to put them in their 
proper relation or properly associate them because they did not remain 
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long enough in his consciousness. Without full consciousness there was 
never a true appreciation of what was perceived, and there was apt to be 
not only a succession of ideas, but an incoherence of ideas, because con¬ 
sciousness was not in control. 

Dr. Smith Ely Jelliffe said that the points which Dr. Hoch had ac¬ 
cented in his paper deserved more attention than they had been in the 
habit of receiving, at least from workers in psychiatry in this country. 
He felt that what Dr. Hoch had done was to point out that the disorders 
of the function of attention were capable of just as definite and distinct 
analyses as the anomalies in the less complex physical reactions of the 
body, and that a clearly outlined symptomatology was possible and might 
be pathogenic of essentially different psychic anomalies. He felt that 
there was need of greater precision in the study of these disorders of 
attention, both from the emissive and from the receptive side, as Dr. Hoch 
had already emphasized, and he said that in the study of drug action 
assistance might be derived in unraveling this faculty of attention, more 
particularly its disorders from both the emissive and the receptive sides; 
thus, the well-known action of belladonna on the emissive side and that of 
cannabis indica on the receptive side. In the latter, as is well-known, 
anomalies of attention are brought about which might be closely com¬ 
parable from the standpoint of analogy, at least, with those spoken of by 
Dr. Hoch as occurring in forms of manic depressive insanity. It is not at 
all unusual to encounter in cannabis delirium the characteristic failure to 
recognize objects, and even more striking anomalies of mistaken identity 
and false judgment from defects on the receptive side of attention, and, 
finally, the development of hallucinatory and delusional states closely 
comparable to those spoken of in the discussion. 

Dr. Woodman said he had hitherto been inclined to underestimate the 
importance of the receptive side of the flight of ideas. He mentioned a 
case of long-standing manic depressive insanity where the patient was able 
to talk well and coherently, but failed in the reading test. He was unable 
to explain a simple paragraph without interpe.c,ting his own ideas to the 
exclusion of those of the writer. 


THE BOSTON SOCIETY OF PSYCHIATRY AND NEUROLOGY. 

October 19, 1905. 

The President, Dr. Morton Prince, in the Chair. 

A Case of Cerebrospinal Syphilis, with Operation. —Dr. Waterman 
said he wished to present a case to illustrate a principle which seemed to 
him an important one in conditions similar to the one he described. 

The patient, a robust-looking man of forty, was seen in consultation 
on July 2, 1905. At that time he gave a history of having had pains in 
the abdomen for two months. These had been somewhat diffuse, but very 
severe, and he had consulted several physicians, who had made various 
diagnoses. During the past three weeks there had been progressive weak¬ 
ness of both legs and incomplete control of the bladder; the pains in the 
meantime becoming less severe. 

Upon examination he was found to have a marked spastic paresis of 
both legs, and, though all movements could be made, he was unable to 
stand without support. There was marked diminution to the sense of 
touch and pin-prick everywhere below the level of the costal borders 
in the nipple lines, and absence of position sense of the toes and feet. 
The abdominal and cremasteric reflexes were absent, the knee-jerks were 
exaggerated, and there was ankle clonus and Babinski’s reflex on both 
sides. Incontinence of urine was complete. The arms were not involved- 



